Analysis of causes of death and unsatisfactory results, 1966-68 Sex Perforation of the mucosa as a complication of myotomy has been much discussed. In my hands it has occurred accidentally three times at operation, and has been noticed immediately. The perforation has been sutured with fine catgut, a drain inserted and the abdomen closed with no untoward results. There have been no cases of of post-operative perforation through the site of myotomy.
Perforation may occur at operation because of too thorough efforts to divide every transverse strand of tissue down to the mucosa. Some of the deeper ones are blood vessels, and experience will teach which these are. If a vessel is divided it should not be tied or cauterized for fear of a patch of mucosal necrosis developing later. A wet swab over the site for a few moments is all that should be necessary. Similarly, if in doubt whether all muscle fibres have been divided, the site should be left alone and the operation continued elsewhere. The circular fibres are thick and cedematous, and retract slowly. When returning to the doubtful site it will usually be found that the mucosa is bulging satisfactorily. If it is not, the remaining muscle strands are much more easily seen and dealt with. It must be remembered that the operation differs from Rammstedt's in that the colonic mucosa, unlike that at the pylorus, is thrown into numerous concertina-like folds, in any of which the tips of the scissors may catch if care is not taken.
Post-operative perforations may occur for a variety of reasons in addition to over-zealous myotomy, with diathermy or ligation. I believe that they have been avoided in my cases (1) by the strict avoidance of morphia which has been shown by Painter & Truelove (1964) to increase intraluminal pressure, and (2) by carrying the myotomy low over the rectosigmoid junction, thus avoiding build-up ofpressure above.
In the first series of cases, four patients died subsequently of other causes. A section of colon taken post mortem from one showed a smooth peritoneal covering of the mucous membrane exposed at myotomy, with no sign of fibrosis or scarring. In fact, one long shallow diverticulum had been added to the diverticula already present. The latter, however, as shown by barium enema in other cases, were no longer so much at risk, for isolated segments of raised intraluminal pressure had been abolished, and furthermore the necks of the diverticula were widened, and no longer constricted and liable to trauma from surrounding muscle contracture.
Finally, it will be noted on the post-operative barium enema that, though constriction of the lumen has been abolished, the outline of the interhaustral contractions is still seen. This could be explained by the fact that the circular muscle fibres are not arranged in complete rings, but in interdigitating crescents, so that a longitudinal myotomy along the anti-mesenteric aspect must pass between the open ends of certain crescents. These are therefore left functionally intact. The satisfactory clinical results seem to support the X-ray findings, and suggest that myotomy may not be such a physiological insult to the colon as has sometimes been suggested.
The Elusive Prolapse by C Patrick Sames MS FRCS (Royal United Hospital, Bath)
The diagnosis of prolapsed rectum is not always easy. Patients sometimes have great difficulty in expressing themselves adequately concerning symptoms and many, especially the young, are reticent; others tend to describe their symptoms in such bizarre language as to make the consultant suspect a functional neurosis. This applies equally to those who have partial or full thickness prolapse, those women who suffer from rectocele and those with the 'descending perineum syndrome' (Parks et al. 1966 ).
Full Thickness Prolapse
The fact that prolapse occurs may not be offered as a symptom. The presenting symptom may be of profuse bleeding, or of excessive loss of mucus. Others may present with severe anemia or a solitary rectal ulcer. In the young or adolescent the usually expected loss of sphincter tone may be absent or only slight (case histories were given to illustrate these points).
Difficulties in the

Diagnosis of
Prolapsed Rectal Mucosa This is the more common problem. Patients often report with the diagnosis of 'hemorrhoids', this having been made either by themselves or their doctor. Others may complain of pruritus ani, perianal dampness or soiling, and some with a story of incontinence. The prolapse may be associated with gross hoemorrhoids, the three primary hemorrhoids being the most prolapsed part with bridges of mucosa between. In many there are no such hemorrhoids and, although in the elderly the sphincters are relaxed, in younger persons this is not always the case. Many have had a hemorrhoidectomy and complain of a recurrence of symptoms. Others may give a history of previous surgery for fissure and fistulae which has interfered with the sphincters to a varying degree.
As Parks et al. (1966) pointed out, many of these patients are suffering from the descending perineum syndrome and can in the earlier stages be diagnosed by the fact that the anterior mucosa prolapses on withdrawal of the proctoscope, coupled with the fact that sphincter tone can easily be overcome on backward stretching. In the later stage the unfolding and prolapse of the anterior mucosa make the diagnosis self-evident. On the other hand, there are some patients who have anal sphincters of above average tone, or even powerfully hypertrophied, in whom the anal canal seems to be abnormally lengthened. These patients may have prolapsed mucosa, but in them it is circumferential and fixed at the lower margin to the intermuscular septum. They often suffer, for a variety of reasons, from constantly loose motions. It could be that these patients have an excess of the mucosal flap valves, as described by Phillips & Edwards (1965) , and that sphincter hypertrophy has resulted from an attempt to control the constantly loose stool, or reflex effort to control the prolapse itself.
Many patients find it difficult to describe their symptoms, or multiple symptomatology gives the impression that they are introverted and suffer from an anal fixation.
Difficulties Connected with the
Diagnosis ofRectocele
Although one might consider this the province of the gynecologist, a number of patients find their way in the first instance to a proctologist. It is amazing how many women complain of obscure and bizarre symptoms in association with rectal function and are sometimes passed from one consultant to another without the correct diagnosis being made. Again it is necessary to draw distinction between those women who have a descending perineum with unfolding of the anterior rectal wall and those with normal anal musculature but lacking a firm perineal body. These patients often find defication very much at fault and tend to suffer from rectal dyschezia. The sphincter tone is not unduly lax and their efforts at deftcation result in prolapse of the anterior wall into the vagina. These patients suffer from a feeling of incomplete emptying and of a bearing-down pain referred not so much to the vagina but to the anus and middle sacral region. Sometimes their symptoms may be considered to be those of proctalgia fugax and it is not until careful assessment is made of the anterior rectal wall, perineum and perineal body that one is able to make a correct diagnosis. Some women have learnt the trick of supporting the perineum during deftecation, but are often too shy to mention the fact.
The importance of this condition is not sufficiently widely recognized. The dramatic improvement in symptoms which results from a proper posterior vaginal repair is most gratifying and brings to an end a patient's wandering from consultant to consultant.
In conclusion, when consulted by a patient with unusual, bizarre or obscure symptoms, it is essential to exclude specifically these three conditions of full thickness prolapse, prolapsed mucosa and rectocele before attributing such symptoms to anal fixation or neurosis. If this is not done, there is a grave risk of their being overlooked.
